Pharm éeheec EA) ow ee 


Dashboard / My courses / MCQ Question Bank / Infectious Diseases / Community Acquired Pneumonia - Quiz 2 


QUIZ NAVIGATION 


fi) 
i ca 


Show one page at a time 


Finish review 


Finished 


[Started on] Sunday, 13 October 2024, 6:50 AM 
[State } 


Completed on | Sunday, 13 October 2024, 7:01 AM 
11 mins 42 secs 


5.00/8.00 
(Grade ) 6.25 out of 10.00 (62.5%) 
Question 1 You are a pharmacist working at a local community hospital's outpatient clinic. Today, one of the clinic 
10: 34574 physicians approaches you to discuss a mutual patient. DN is a 48-year-old female who has just been 
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diagnosed with community-a 


monia (CAP). She presents with cough, fever, and increased 
sputum production. The physician would like to initiate DN on antibiotic therapy and treat her as an 
outpatient. DN’s past medical history is significant for allergic rhinitis for which she takes cetirizine 10 
mg PO daily PRN. She does not take any other medications. She had a serious anaphylactic reaction to 
azithromycin in the past. 


Which of the following options is the most appropriate antibiotic treatment regimen to initiate for DN at this 
time? 


Select one: 


Clarithromycin’500 mg PO BID * 

Moxifloxacin 400 mg PO daily * 

Amoxicillin/clavulanate 500 mg/125 mg PO TID and doxycycline 100 mg PO BID * 

Amoxicillin ¥ 

1a TID Rose Wang (ID:113212) this answer is correct. DN does not present with 
comorbidities or risk factors for methicillin-resistant Staphylococcus aureus (MRSA) 


or Pseudomonas aeruginosa. Therefore, she should be prescribed amoxicillin or 
doxycycline. 


Marks for this submission: 1.00/1.00. 


TOPIC: Community-Acquired Pneumonia 


LEARNING OBJECTIVE: 


To determine an appropriate antimicrobial regimen for an outpatient with community-acquired pneumonia 
(CAP). 


BACKGROUND: 


In the outpatient setting, empiric antibiotic treatment of community-acquired pneumonia (CAP) in adults 
depends on whether the patient has comorbidities or risk factors for antibiotic-resistant pathogens. Relevant 
comorbidities include chronic heart, lung, liver, or renal disease, diabetes, alcoholism, malignancy, or 
asplenia. Relevant risk factors for antibiotic resistance include prior respiratory isolation of methicillin- 
resistant Staphylococcus aureus (MRSA) or Pseudomonas aeruginosa or recent hospitalization and receipt of 
parenteral antibiotics (in the last 90 days). 


The initial empiric recommendation for patients without comorbidities or risk factors for MRSA or 
Pseudomonas aeruginosa is amoxicillin or doxycycline or a macrolide if local pneumococcal resistance is 
<25% (ie, azithromycin or clarithromycin). Patients with any of the aforementioned comorbidities are 
advised to have combination therapy with amoxicillin/clavulanate or a cephalosporin (i.e., cefuroxime) and 
macrolide or doxycycline. An alternative option in this scenario could be monotherapy with a respiratory 
fluoroquinolone (ie., levofloxacin or moxifloxacin). 


RATIONALE: 


Correct Answer: 


e Amoxicillin 1 g TID - DN does not present with comorbidities or risk factors for methicillin-resistant 
Staphylococcus aureus (MRSA) or Pseudomonas aeruginosa. Therefore, she should be prescribed 
amoxicillin or doxycycline 


Incorrect Answers: 


* Clarithromycin 500 mg PO BID - DN had a serious anaphylactic reaction to azithromycin in the past; 
therefore, it is not recommended to prescribe another macrolide. 


* Moxifloxacin 400 mg PO daily - DN does not present with comorbidities or risk factors for 
methicillin-resistant Staphylococcus aureus (MRSA) or Pseudomonas aeruginosa. Therefore, she should 
be prescribed amoxicillin or doxycycline. 


* Amoxicillin/clavulanate 500 mg/125 mg PO TID and doxycycline 100 mg PO BID - DN does not 
present with comorbidities or risk factors for methicillin-resistant Staphylococcus aureus (MRSA) or 
Pseudomonas aeruginosa. Therefore, she should be prescribed amoxicillin or doxycycline. 


TAKEAWAY/KEY POINTS: 


ror patients wiin no comoroiarties or risk Tactors Tor metnicimn-resistant Staphylococcus aureus (MIKA) OF 
Pseudomonas aeruginosa, the recommended initial empiric treatment strategy is amoxicillin or doxycycline or 
a macrolide if local pneumococcal resistance is <25% (i.e., azithromycin or clarithromycin). 


REFERENCE: 


[1] Metlay JP, Waterer GW, Long AC, et al. Diagnosis and Treatment of Adults with Community-Acquired 
Pneumonia. An Official Clinical Practice Guideline of the American Thoracic Society and Infectious Diseases 
Society of America. Am J Respir Crit Care Med, 2019;200(7):e45-e67. doi:10.1164/rccm.201908-1581STb. 


The correct answer is: Amoxicillin 1 g TID 


Question 2 THE NEXT 3 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 
1D. 54560 

oli SL, a 57-year-old female, presents to her family health team clinic with complaints of a cough and 
fatigue. Her symptoms began approximately 5 days ago with upper respiratory symptoms including a 
sore throat and rhinorrhea. Over the following days, she began to experience increasing fatigue, fever, 
and cough with sputum production. 


Past Medical History: 


Hypertension (complicated by nephropathy, baseline serum creatinine = 111 mmol/L) 

Type 2 diabetes (diagnosed at age 43, last HbA1c = 7.2% complicated by mild peripheral 
neuropathy) 

Gastroesophageal reflux disease (complicated by esophageal damage/ possible early Barrett's 
esophagus) 

Gout, last flare 3 years ago 

Breast cancer, 4 years ago, treated with lumpectomy followed by lymph node excision without 
concern for currently active disease 

Family history of collagen vascular disorder, not yet diagnosed (father and brother both died of 
Type A aortic dissections in their 50s) 
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Height: 5'4" 
Weight: 114 kg 


Allergies: Cefuroxime (severe gastrointestinal upset) 


Home Medications: 
n 20 mg PO daily 

500 mg PO TID 

Canagliflozin 300 mg PO QAM AC breakfast 
Lansoprazole 30 mg PO daily 

Candesartan 8 mg PO daily 

Allopurinol 100 mg PO daily 
Acetaminophen 1000 mg PO Q6H PRN 
Quetiapine 25 mg PO QHS 

Atorvastatin 40 mg PO daily 


Social History: 
SP lives at home with her partner with two adult children 

She resides in a single-family dwelling in the Sudbury, Ontario area 

She has two cats, one dog, and a parakeet 

She has been unable to work due to her health conditions but was previously employed as 
a paralegal at a local law firm 

She currently smokes half a pack of cigarettes per day (total 24 pack-year history). 
approximately 300 mL of wine daily, and uses inhaled marijuana (via rolled cannabis 
products) recreationally 

Her travel history is remarkable for two trips to eastern Mexico in 2015 and 2019 where she 
largely remained on a resort 


Pertinent findings on physical examination are as follows: 


Vital Signs 

( Parameter Value Normal Range 

Blood Pressure 129/92 90/60 - 120/80 mmHg 
Respiratory Rate 22 12 - 20 breathes per minute 
Heart Rate 101 60 - 100 beats per minutes 
Temperature 38.6 36 - 38 degrees Celsius 


Chest X-ray (performed at the time of visit): mild cardiomegaly, airspace consolidation in the right 
lower lobe 


ECG: HR 81 bpm, QRS = 100 msec, PR = 145 msec, QTc = 350 msec. No noted T wave abnormality or 
ST segment changes. 


Review of Systems: 


Chest: Noted decreased breath sounds on the right side, some coarse crackles bilaterally. No accessory 
muscle use. 


She is being sent for bloodwork today, however, this information is currently unavailable. 


SLis diagnosed with right-sided community-acquired pneumonia (CAP) and will be managed as an 
outpatient. 


Given SL's current clinical condition, past medical history, past social history, and outpatient treatment 
strategy, which of the following statements best reflect your rationale for providing treatment 
recommendations? 


Select one: 


Given SL's complex medical history, consideration should be given to outpatient intravenous (IV) 
therapy pending improvement in her clinical condition 

SL's breast cancer history places her at an increased risk for a more diverse group of pathogens and she 
should receive broad-spectrum antimicrobial therapy for this reason 


SL's exposure history and living conditions make certain atypical pathogens much more likely, requiring 
microbiologic investigations prior to initiation of antimicrobial therapy 


SL's current clinical condition 
ane combination therapy te! Rose Wang (ID: 113212) this answer is correct. Given that SL has 


AA E T significant medical comorbidity, adequate coverage 


a E e of Sireptococcus pneumoniae, Haemophilus 
fonhe commun y ee ied influenzae, Mycoplasma pneumoniae, and Chlamydia 


pneumonia (CAR) pneumoniae is warranted. SL's medical and family history likely 
preclude monotherapy therapy as a first-line option. 


TOPIC: Community-Acquired Pneumonia 


LEARNING OBJECTIVE: 
To understand patient risk factors and treatment considerations for community-acquired pneumonia (CAP). 


BACKGROUND: 


Community-acquired pneumonia (CAP) is a fairly common and potentially serious condition. Distribution 
across the population is age-dependent with most illnesses and most severe illnesses occurring in children 
under 5 years of age and elderly patients above 65. 


The etiology of CAP is complex and rarely defined in an individual patient, especially in the outpatient 
setting. The most common pathogens responsible for pneumonia include: 


Respiratory viruses (including influenza, coronavirus, adenovirus, respiratory syncytial virus (RSV) and 
others) 


Streptococcus pneumoniae 


Mycoplasma pneumoniae 


Chlamydia pneumoniae 


Legionella pneumophila 


Staphylococcus aureus 


Haemophilus influenzae 


Others (fungal species, Mycobacterial species, Pseudomonas aeruginosa) 


Patients in the outpatient setting not requiring hospitalization are defined as either: 


e “Uncomplicated (meaning typical microbiology and no risk for methicillin-resistant Staphylococcus 
aureus (MRSA), Pseudomonas aeruginosa, or other very atypical microbiology) with likely Streptococcus 
pneumoniae, viral, or Moraxella pneumoniae causes 


* "Complicated" patients with comorbidity where causal organisms may be more diverse; comorbidities 
typically included here are diabetes, chronic obstructive pulmonary disease (COPD) or other lung 
disease, heart failure, renal failure, hepatic dysfunction, alcoholism, malignancy, or asplenia 


When identifying other patient-specific factors that may modify treatment requirements, consideration of 
disease exposure, animal exposures, occupational or recreational exposures, prior hospital stays, prior 
pulmonary microbiology results, and prior antimicrobial exposure may all impact the need to further 
investigate the microbiologic cause of pneumonia. With this consideration comes the potential need to 
broaden initial empiric therapy with different antimicrobial agents. 


RATIONALE: 


Correct Answer: 


* SL's current clinical condition warrants combination therapy to adequately address the most 
common pathogens responsible for her community-acquired pneumonia (CAP) - Given that SL 
has significant medical comorbidity, adequate coverage of Streptococcus pneumoniae, Haemophilus 
influenzae, Mycoplasma pneumoniae, and Chlamydia pneumoniae is warranted. SL's medical and family 
history likely preclude monotherapy therapy as a first-line option. 


Incorrect Answers: 


* Given SL's complex medical history, consideration should be given to outpatient intravenous 
(IV) therapy pen improvement in her cli ion - Although SL does have significant 
comorbidities, her current level of illness (CRB 65 = 0) does not require hospitalization and there are 
no obvious restrictions to using oral antimicrobial therapy. 


SL's breast cancer history places her at an increased risk for a more diverse group of pathogens 
and she should receive broad-spectrum antimicrobial therapy for this reason - Although SL does 


Question 3 
ID: 54570 
Incorrect 
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breast cancer, or treatment with tamoxifen, do not place her at a higher risk for less common 
pathogens causing community-acquired pneumonia (CAP). 


* SL's exposure history and living conditions make certain atypical pathogens much more likely, 
requiring microbiologic investigations prior to initiation of antimicrobial therapy - Although 
many uncommon pathogens can possibly cause pneumonia, SL's level of illness, duration of 
symptoms, and lack of treatment failure along with her outpatient management strategy do not 
require microbiologic evaluation at this point. 


TAKEAWAY/KEY POINTS: 


The assessment of patient-specific factors and risk factors for particular causes of community-acquired 
pneumonia (CAP) are important to consider when initiating appropriate antimicrobial therapy. 


REFERENCE: 


[1] Metlay JP, Waterer GW, Long AC, et al. Diagnosis and Treatment of Adults with Community-Acquired 
Pneumonia. An Official Clinical Practice Guideline of the American Thoracic Society and Infectious Diseases 
Society of America. Am J Respir Crit Care Med. 2019;200(7):e45-e67. doi:10.1164/rccm.201908-1581ST 


[2] Jain S, Self WH, Wunderink RG, et al. Community-Acquired Pneumonia Requiring Hospitalization among 
U.S. Adults. N Engl J Med. 2015;373(5):415-427. doi:10.1056/NEJMoa1500245 


The correct answer is: SL's current clinical condition warrants combination therapy to adequately address the 
most common pathogens responsible for her community-acquired pneumonia (CAP) 


The physician would like to initiate antibiotic therapy to treat SL's community-acquired pneumonia 
(CAP) as an outpatient. He approaches you to discuss the best regimen to prescribe for SL at this time. 


Which of the following antibictic regimens would be the most appropriate to recommend for SL at this time? 


Select one: 
Amoxicillin 1000 * 
mg PO TIDx 10 Rose Wang (ID: 113212) this answer is incorrect. Given SL's medical 
cae comorbidities, monotherapy with a beta-lactam is not the correct choice of 


antibiotic therapy. 


Cefuroxime 500 mg PO BID x 7 days AND clarithromycin 500 mg PO BID x 7 days * 


Amoxicillin/clavulanate 500 mg/125 mg PO TID x 7 days AND azithromycin 500 mg PO x 1 day then ¥ 
250 mg PO daily x 4 days 


Amoxicillin/clavulanate 875/125 mg PO BID x 7 days AND doxycycline 100 mg PO BID x 7 days * 


Mares for this submission: 0.00/1.00. 


TOPIC: Community-Acquired Pneumonia 


LEARNING OBJECTIVE: 


To determine an appropriate antimicrobial regimen for an outpatient with community-acquired pneumonia 


(CAP). 


BACKGROUND: 


In the outpatient setting, empiric antibiotic treatment of community-acquired pneumonia (CAP) in adults 
depends on whether the patient has comorbidities or risk factors for antibiotic resistant pathogens. Relevant 
comorbidities include chronic heart, lung, liver, or renal disease, diabetes, alcoholism, malignancy, or 
asplenia. Relevant risk factors for antibiotic resistance include prior respiratory isolation of methicillin- 
resistant Staphylococcus aureus (MRSA) or Pseudomonas aeruginosa or recent hospitalization and receipt of 
parenteral antibiotics (in the last 90 days). 


Initial empiric therapy for patients without comorbidities or risk factors for MRSA or Pseudomonas aeruginosa 
consists of amoxicillin or doxycycline or a macrolide if local pneumococcal resistance is <25% (i.e., 
azithromycin or clarithromycin). Patients with any of the aforementioned comorbidities are recommended to 
have combination initial empiric treatment consisting of amoxicillin/clavulanate or cephalosporin (ie., 
cefuroxime) and macrolide or doxycycline. An alternative option in this scenario could be monotherapy with 
a respiratory fluoroquinolone (ie., levofloxacin or moxifloxacin). 


RATIONALE: 
Correct Answer: 


* Amoxicillin/clavulanate 500 mg/125 mg PO TID x 7 days AND azithromycin 500 mg PO x 1 day 
then 250 mg PO daily x 4 days - Given SL's medical comorbidities, combination therapy with 
amoxicillin/clavulanate and a macrolide would be the correct choice of antibiotic therapy to 
recommend 


Incorrect Answers: 


* Amoxicillin 1,000 mg PO TID x 10 days - Given SL's medical comorbidities, monotherapy with a 
beta-lactam is not the correct choice of antibiotic therapy. 
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gastrointestinal upset when she previously took cefuroxime. Therefore, it should be avoided since 
there are other possibly safer treatment regimens. 
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© Amoxicillin/clavulanate 875/125 mg PO BID x 7 days AND doxycycline 100 mg PO BID x 7 days 
- Although combination therapy with amoxicillin/clavulanate and doxycycline is a valid option, SL has 
a history of esophagitis which may be worsened with the use of doxycycline. 


TAKEAWAY/KEY POINTS: 


Patients with chronic heart, lung, liver, or renal disease, diabetes, alcoholism, malignancy, or asplenia are 
recommended to have combination therapy consisting of amoxicillin/clavulanate or cephalosporin (i.e., 
cefuroxime) and macrolide or doxycycline. An alternative option in this scenario could be monotherapy with 
a respiratory fluoroquinolone (ie, levofloxacin or moxifloxacin). 


REFERENCE: 


[1] Metlay JP, Waterer GW, Long AC, et al. Diagnosis and Treatment of Adults with Community-Acquired 
Pneumonia. An Official Clinical Practice Guideline of the American Thoracic Society and Infectious Diseases 
Society of America. Am J Respir Crit Care Med. 2019;200(7):e45-e67. doi'10.1164/rcem.201908-1581STb 


The correct answer is: Amoxicillin/clavulanate 500 mg/125 mg PO TID x 7 days AND azithromycin 500 mg PO 
x 1 day then 250 mg PO daily x 4 days 


The physician listens to your recommendation and prescribes amoxicillin/clavulanate 500 mg/125 mg 
PO TID x 7 days AND azithromycin 500 mg PO x 1 day then 250 mg PO daily x 4 days. He tells SL to 
follow-up with the family health team clinic if her symptoms worsen or if she experiences any side 
effects from her medications. On day 5 of antibiotic therapy, SL notices significant improvement in 
her symptoms. She no longer has a fever, sore throat, or rhinorrhea and is feeling much less fatigued. 
She has, however, developed profuse watery stool (Bristol stool class 7) approximately 36 hours ago 
with and has had four bowel movements in the last 24 hours. She calls the family health team clinic to 
ask for advice on how to manage these new symptoms. 


Which of the following options is the most appropriate recommendation to make to manage SL's current 
symptoms? 


Select one: 
Stop antibiotic therapy now ¥ T 
and suggest clinical Rose Wang (ID:113212) this answer is correct. As SL has 
ea daed improved clinically and has completed 5 days of antibiotic 
amplification test (NAAT) for therapy for community-acquired pneumonia (CAP), it would be 


E ciicile tok reasonable to stop antibiotic therapy, especially with the new 
ata aT oO te ancara for Clostridia dificils infran: 


Continue antibiotic therapy until day 7 and reassess diarrhea after antibiotic completion X 
Stop antibiotic therapy now and suggest clinical assessment of diarrhea in 48 hours ¥ 


Continue antibiotic therapy and suggest clinical assessment and a nucleic acid amplification test * 
(NAAT) for Clostridium difficile toxin gene 


Marks for this submission: 1.00/1.00. 


TOPIC: Community-Acquired Pneumonia 


LEARNING OBJECTIVE: 


To identify adverse effects secondary to antibiotic use in the treatment of community-acquired pneumonia 
(CAP). 


BACKGROUND: 


Although the duration of antibiotic therapy has traditionally been 7, 10 or 14 days, more recent data support 
the role of shorter courses of treatment for those who respond to the antibiotics. The 2019 ATS/IDSA 
guidelines for community-acquired pneumonia (CAP) suggest that antibiotic therapy be continued for at 
least 5 days. The assessment of clinical response should include vital signs, dyspnea, fatigue, ability to eat and 
drink, and absence of confusion. If symptoms have largely resolved by day 5 of therapy, discontinuation of 
antibiotics may be appropriate. 


Additionally, antibiotic-related adverse events, including secondary infections such as Clostridium difficile 
infection (CDI), may prompt further reassessment and the need for antibiotic continuation. 


It has been established that the cure and recurrence rates of CDI are negatively affected by concurrent use of 
antibiotic therapy. In the setting of known or suspected CDI, cessation of any unnecessary antibiotic therapy 
is paramount. 


In the assessment of CDI, the rapid turn-around time of Clostridium difficile nucleic acid amplification tests 
(NAAT) may not circumvent the need for immediate empiric antibiotic therapy. However, if clinical concern 
for Clostridium difficile is high and/or the patient is severely ill, empiric vancomycin PO +/- metronidazole, 
fidaxomicin, or potentially metronidazole PO may be warranted. 


RATIONALE: 
Correct Answer: 


* Stop antibiotic therapy now and suggest clinical assessment and a nucleic acid amplification 


Question 5 
1D: 54575 


Corect 


test (NAAT) for Clostridium difficile toxin gene - As SL has improved clinically and has completed 5 
days of antibiotic therapy for community-acquired pneumonia (CAP), it would be reasonable to stop 
antibiotic therapy, especially with the new concern for Clostridium difficile infection. 


Incorrect Answers: 


* Continue antibiotic therapy until day 7 and reassess diarrhea after antibiotic completion - This is 
not the most appropriate choice given SL's clinical improvement in community-acquired pneumonia 
(CAP) symptoms and the new concern for Clostridium difficile infection. 


Stop antibiotic therapy now and suggest clinical assessment of diarrhea in 48 hours - While it is 
appropriate to stop antibiotic therapy for community-acquired pneumonia (CAP) now since SL has 
improved clinically, her new symptoms are highly suggestive of Clostridium difficile infection and 
warrant immediate investigation and treatment. 


Continue antibiotic therapy and suggest l assessment and a nucleic acid amplification test 
(NAAT) for Clostridium difficile toxin gene - This is not the most appropriate choice given SL's 
dlinical improvement in community-acquired pneumonia (CAP) symptoms and the new concern for 
Clostridium difficile infection. 


TAKEAWAY/KEY POINTS: 


Although the duration of antibiotic therapy has traditionally been 7, 10, or 14 days, more recent data support 
the role of shorter courses of treatment for those who respond to the antibiotics. Antibiotic-related adverse 
events, including secondary infections such as Clostridium difficile infection (CDI) may prompt further 
reassessment and the need for antibiotic continuation. 


REFERENCE: 


[1] Metlay JP, Waterer GW, Long AC, et al. Diagnosis and Treatment of Adults with Community-Acquired 
Pneumonia. An Official Clinical Practice Guideline of the American Thoracic Society and Infectious Diseases 
Society of America. Am J Respir Crit Care Med. 2019;200(7):e45-e67. doi:10.1164/rccm.201908-1581ST 

[2] McDonald LC, Gerding DN, Johnson S, et al. Clinical Practice Guidelines for Clostridium difficile Infection in 
Adults and Children: 2017 Update by the Infectious Diseases Society of America (IDSA) and Society for 
Healthcare Epidemiology of America (SHEA). Clin Infect Dis. 2018;66(7):e1-e48. doi:10.1093/cid/cix1085 

[B] Loo VG, Davis |, Embil J et al. Association of Medical Microbiology and Infectious Disease Canada 
Treatment Practice Guidelines for Clostridium difficile Infection. J Assoc Med Micro and Infect Dis. 2018:3:2 71- 
92. doi:10.3138/jammi.2018.02.13 


The correct answer is: Stop antibiotic therapy now and suggest clinical assessment and a nucleic acid 
amplification test (NAAT) for Clostridium difficile toxin gene 


You are a pharmacist that works in Southeastern Alberta in a region where the local emergency 
department and community respiratory antibiogram results are published on a biannual basis. 


A patient, MS, with suspected community-acquired pneumonia (CAP) presents to your clinic. His past 
medical history includes dyslipidemia, gout, and hypertension, He has been smoking two packs of 
cigarettes daily for the past 20 years. He has no known allergies to medications, His most recent 
course of antibiotics occurred 2 months ago when he received a course of clarithromycin, amoxicillin, 
tetracycline, and bismuth subsalicylate for the eradication of Helicobacter pylori diagnosed using a 
urea breath test. 


His chest X-ray reveals chronic hyperinflation and a moderate right lower lobe consolidation. 


His current CRB-65 score is 0 and antibiotic treatment will be initiated as an outpatient. The local 
antibiogram is as follows: 


Organism 


A |e 2 |$ 

g 3 5 > 

2 A Š 5 

3 z g g 

= 8 8 S 
S. pneumoniae 85 100 100 
H. influenzae 72 72 100 100 92 93 100 z z 
M. catarrhalis 43 43 94 100 72 92 100 = z 
C. pneumoniae - - - 91 82 - - - - 
K. pneumoniae - 38 75 85 23 72 87 - - 


Based on the antibiogram provided, which of the following options is the most appropriate antibiotic 
treatment regimen to initiate for MS at this time? 


Select one: 
Amoxicillin 500.mg PO TID x 7 days * 
Amoxicillin 875 mg/clavulanate 125 mg PO BID x 7 days ® 


Moxifloxacin.  ¥ 5 
400 mg PO daily Rose Wang (ID: 113212) this answer is correct. Given MS's recent beta-lactam 
Nr exposure and comorbidities, moxifloxacin offers adequate coverage for the 


likely causative pathogens. 


Question 6 
1D: 54576 


Incorrect 


Doxycycline 1UU mg PU BID x / days 7 


Marks for this submission: 1.00/1.00. 


TOPIC: Community-Acquired Pneumonia 


LEARNING OBJECTIVE: 


To determine an appropriate antimicrobial regimen for an outpatient with community-acquired pneumonia 
(CAP). 


BACKGROUND: 


In the outpatient setting, empiric antibiotic treatment of community-acquired pneumonia (CAP) in adults 
depends on whether the patient has comorbidities or risk factors for antibiotic-resistant pathogens. Relevant 
comorbidities include chronic heart, lung, liver, or renal disease, diabetes, alcoholism, malignancy, or 
asplenia. Relevant risk factors for antibiotic resistance include prior respiratory isolation of methicillin- 
resistant Staphylococcus aureus (MRSA) or Pseudomonas aeruginosa or recent hospitalization and receipt of 
parenteral antibiotics (in the last 90 days). 


Initial empiric treatment for patients without comorbidities or risk factors for MRSA or Pseudomonas 
aeruginosa is amoxicillin or doxycycline or a macrolide if local pneumococcal resistance is <25% (i.e., 
azithromycin or clarithromycin). Initial empiric treatment for patients with any of the aforementioned 
comorbidities is combination therapy with amoxicillin/clavulanate or cephalosporin (ie., cefuroxime) and 
macrolide or doxycycline. An alternative option in this scenario could be monotherapy with a respiratory 
fluoroquinolone (i.e, levofloxacin or moxifloxacin). 


RATIONALE: 
Correct Answer: 


* Moxifloxacin 400 mg PO daily x 7 days - Given MS's recent beta-lactam exposure and 
comorbidities, moxifloxacin offers adequate coverage for the likely causative pathogens. 


Incorrect Answers: 


* Amoxicillin 500 mg PO TID x 7 days - Amoxicillin is not an appropriate antibiotic treatment choice 
based on MS's recent beta-lactam exposure and comorbidities. 


* Amoxicillin 875 mg/clavulanate 125 mg PO BID x 7 days - Amoxicillin/clavulanate is not an 
appropriate antibiotic treatment choice based on MS's recent beta-lactam exposure and 
comorbidities. 


* Doxycycline 100 mg PO BID x 7 days - Doxycycline is not an appropriate antibiotic treatment choice 
based on MS's recent tetracycline exposure and comorbidities. 


TAKEAWAY/KEY POINTS: 


Patients with chronic heart, lung, liver, or renal disease, diabetes, alcoholism, malignancy, or asplenia are 
recommended to have initial empiric treatment with amoxicillin/clavulanate or cephalosporin (ie, 
cefuroxime) and macrolide or doxycycline. An alternative option in this scenario could be monotherapy with 
a respiratory fluoroquinolone (i.e., levofloxacin or moxifloxacin). 


REFERENCE: 


[1] Metlay JP, Waterer GW, Long AC, et al. Diagnosis and Treatment of Adults with Community-Acquired 
Pneumonia. An Official Clinical Practice Guideline of the American Thoracic Society and Infectious Diseases 
Society of America. Am J Respir Crit Care Med. 2019;200(7):e45-267. doi:10.1164/rccm.201908-1581ST 


[2] Hindler JF, Stelling J. Analysis and Presentation of Cumulative Antibiograms: A New Consensus Guideline 
from the Clinical and Laboratory Standards Institute, Clinical Infectious Diseases, Volume 44, Issue 6, 15 March 
2007, pages 867-873. https://doi.org/10.1086/511864 


The correct answer 


loxifloxacin 400 mg PO daily x 7 days 


KS is a 67-year-old female who presents to her local emergency department with shortness of breath, 
fever, and cough. Her chest X-ray reveals a left lower lobe infiltrate consolidation. Her viral 
nasopharyngeal polymerase chain reaction (PCR) test returns 5 hours later and indicates KS is positive 
for influenza (type A, H1N1). 


She has no known drug allergies, no significant comorbidities, and her methicillin-resistance 
Staphylococcus aureus (MRSA) screening swab is negative. KS is to be admitted to the general 
medicine ward for care of influenza-associated community acquired pneumonia (CAP) with a CRB-65 
score of 1. 


Community-acquired pneumonia (CAP) with a positive influenza diagnosis should be treated with which of 
the following medications? 


Select one: 


Baloxavir and doxycycline * 


Oseltamivir % F 
Rose Wang (ID:113212) this answer is incorrect. Oseltamivir is recommended for 


influenza type A infections but monotherapy is inappropriate in this case. 


Question 7 


1D: 34579 


Amantaaine and amoxicillin © 


Oseltamivir, ceftriaxone, and azithromycin Y 


Marks for this submission: 0.00/1.00. 


TOPIC: Community-Acquired Pneumonia 


LEARNING OBJECTIVE: 


To determine an appropriate antimicrobial treatment regimen for an inpatient with community-acquired 
pneumonia (CAP) and influenza. 


BACKGROUND: 


Current guidelines recommend treatment of influenza-associated pneumonia with neuraminidase inhibitors 
such as oseltamivir and zanamivir along with antibacterial therapy for community-acquired pneumonia (CAP). 
Up to 30% of people who die of influenza pneumonia have secondary bacterial co-infection. 


While patients with influenza without pneumonia may be treated with either watchful waiting or with an 
antiviral depending on their risk category and time of presentation, patients with pneumonia and influenza 
are at increased risk of mortality due to secondary bacterial infection. The difficulty is knowing which patients 
have primary viral pneumonia and which have co-infection or secondary infection. 


It is reasonable to initiate antimicrobial therapy in these patients while assessing their full clinical status and 
response to therapy. 


Amantadine, another antiviral medication, was previously used to treat influenza pneumonia; however, it is 
no longer recommended due to the prevalence of vital resistance. 


RATIONALE: 
Correct Answer: 
* Oseltamivir, ceftriaxone, and azithromycin - Oseltamivir is the recommended therapy for inpatients 
with influenza, For inpatients with pneumonia and influenza, antibiotic community-acquired 
pneumonia (CAP) therapy should be added. 


Incorrect Answers: 


* Baloxavir and doxycycline - Baloxavir and doxycycline are not the optimal choice of treatment for KS 
at this time. 


Oselta Oseltamivir is recommended for influenza type A infections but monotherapy is 
inappropriate in this case. 


Amantadine and amoxi: 
influenza. 


in - Amantadine is no longer recommended for use as an antiviral to treat 


TAKEAWAY/KEY POINTS: 


Influenza pneumonia can be treated with oseltamivir, zanamivir, or baloxavir and should be initiated within 
48 hours of symptom onset. Patients with signs of pneumonia on presentation should also be treated with 
antimicrobial therapy per the 2019 Infectious Diseases Society of America (IDSA) community-acquired 
pneumonia (CAP) guidelines. 


REFERENCE: 


[1] Metlay JP, Waterer GW, Long AC, et al. Diagnosis and Treatment of Adults with Community-Acquired 
Pneumonia. An Official Clinical Practice Guideline of the American Thoracic Society and Infectious Diseases 
Society of America. AM J Respir Crit Care Med. 2019;200(7):e45-e67. doi'10.1164/rccm.201908-1581ST 


The correct answer is: Oseltamivir, ceftriaxone, and azithromycin 


SY is a 72-year-old male who is a patient in your outpatient hemodialysis unit. SY's nurse and the 
nephrologist approach you with concerns that SY has developed symptoms of pneumonia. They 
would like to initiate treatment with the most appropriate antimicrobial therapy and would like your 
input on treatment options. SY has no known allergies to medications. His medications include 
calcitriol and calcium carbonate. He is clinically stable and is able to tolerate oral medications. His 
dialysis schedules take place on Mondays, Wednesdays, and Fridays. 


Which of the following statements is the most appropriate option when addressing the pharmacotherapeutic 
management of SY's pneumonia? 
Select one: 


As SY has healthcaré-associated pneumonia (HCAP), levofloxacin should be included for empiric  % 
coverage of Pseudomonas aeruginosa 


Due to renal dysfunction, ceftriaxone should be dosed Q48H after dialysis sessions * 
The use of moxifloxacin is contraindicated in SY due to concerns about hyperkalemia % 


Combination therapy ¥ 


writes PAETA Rose Wang (ID:113212) this answer is correct. Due to his end-stage 

ond depeycine renal disease (ESRD) requiring dialysis, SY has a comorbidity requiring 
should be combination therapy or fluoroquinolone monotherapy to treat pneumonia 
recommended for SY as per the most recent Infectious Diseases Society of America (IDSA) 


guidelines. 
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TOPIC: Community-Acquired Pneumonia 


LEARNING OBJECTIVE: 


To understand the management of pneumonia in patients with comorbid end-stage renal disease (ESRD). 


BACKGROUND: 


Patients with end-stage renal disease (ESRD) are at increased risk for infectious complications, including 
pneumonia. While the etiology of pneumonia may be more diverse in these patients than those who are 
community-dwelling, the 2019 Infectious Diseases Society of America (IDSA) guidelines have recommended 
avoiding the definition of healthcare-associated pneumonia (HCAP) and any presumption of pathogen or 
changes to empiric therapy. Empiric management may be tailored by colonization status with pathogens 
such as Pseudomonas aeruginosa or methicillin-resistant Staphylococcus aureus (MRSA) or known risk factors 
for these organisms. 


Management of pneumonia in patients requiring dialysis may be complicated by concerns for dose 
adjustment, causal pathogen, and sodium and fluid load in intravenous antimicrobial administration. 


While these issues may make therapy more challenging, various options exist to effectively manage 
pneumonia in ESRD and dialysis patients. 


RATIONALE: 
Correct Answer: 


+ Combination therapy with oral cefuroxime and doxycycline should be recommended for SY - 
Due to his end-stage renal disease (ESRD) requiring dialysis, SY has a comorbidity requiring 
combination therapy or fluoroquinolone monotherapy to treat pneumonia as per the most recent 
Infectious Diseases Society of America (IDSA) guidelines. 


Incorrect Answers: 


* As SY has healthcare-associated pneumonia (HCAP), levofloxacin should be included for empiric 
coverage of Pseudomonas aeruginosa - The disease healthcare-associated pneumonia (HCAP) is no 
longer recognized in the most recent Infectious Diseases Society of America (IDSA) pneumonia 
guidelines. 


Due to renal dysfunction, ceftriaxone should be dosed Q48H after dialysis sessions - While 
infusate volume should be taken into account when recommending antimicrobial therapy for patients 
on hemodialysis, there is no indication for parenteral antimicrobial therapy in SY at this time. 


The use of moxifloxacin is contraindicated in SY due to concerns about hyperkalemia - While 
concerns exist for other adverse drug reactions due to fluoroquinolones, hyperkalemia is not among 
them. 


TAKEAWAY/KEY POINTS: 


Healthcare-associated pneumonia (HCAP) is no longer a separate category of pneumonia, Dialysis dosing 
requires consideration of type and timing of dialysis as well as patient-specific factors. 


REFERENCE: 


[1] Loeb M. Community-Acquired Pneumonia. In: Compendium of Therapeutic Choices. Ottawa, ON: 
‘Canadian Pharmacists Association. https://myrxtx.ca. 


The correct answer is: Combination therapy with oral cefuroxime and doxycycline should be recommended 
for SY 


THE NEXT TWO QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


SZis a 4-year-old male presenting with his mother to the local children’s hospital where you are the 
emergency department pharmacist. Per his mother, SZ was in his usual state of health until 
approximately 3 days ago, at which time he developed a rapid onset fever, lethargy, and lack of 
interest in food. Over the following days, SZ continued to feel unwell with a peak measured 
temperature at home of 40.2 degrees Celsius. On the day of presentation, SZ was more lethargic and 
was noted to have rigors in the morning, prompting presentation to the hospital. His blood oxygen 
saturation measured on arrival was 95% on room air. At triage, his vital signs were as follows: 


Vital Signs 

[Parameter Value Normal Range 
Respiratory Rate 41 20 - 30 breath/minute 
Heart Rate 125 81 - 117 beats/minute 
Blood Pressure 95/65 90-110/55-75 mmHg 


Despite acetaminophen 240 mg being administered approximately 1.5 hours prior to triage time, his 


temperature remains 35.3 aegrees Celsius. 


Per SZ's mother, he weighs approximately 23 kg and had an anaphylactic allergy to amoxicillin at the 
age of 2 (requiring the use of epinephrine in hospital). 


He attends a preschool program where there have been typical levels of circulating childhood 
respiratory infections. 


He lives with his parents, brother (age 10), and sister (age 7), along with a dog and cat. None of these 
contacts have evidence of infectious disease. 


Apart from the current clinical situation, SZ is otherwise healthy. 


You encounter this patient with the most responsible physician immediately after the initial triage is 
complete. Upon primary examination, SZ has decreased breathing sounds in his right lower lung. He 
has some accessory muscle use and chest indrawing. Initial complete blood count (CBO), electrolytes, 
serum creatinine, and chest X-ray are ordered, along with a nasopharyngeal swab for viral pathogens 
and two sets of blood cultures. 


At this point in SZ's hospital care, which of the following options is the most appropriate treatment strategy? 


Select one: 


Await initial bloodwork results and viral nasopharyngeal swabs for COVID, influenza, and RSV 


eee Rose Wang (ID:113212) this answer is correct. Given SZ's presentation of acute 

ve community-acquired pneumonia (CAP) with poor PO intake, intravenous cefotaxime and 
azithromycin azithromycin is the optimal empiric choice at this time. Since SZ is in the hospital 

vr setting, he can be monitored closely for any signs of cross-reactivity with cefotaxime 


considering his past anaphylactic reaction to amoxicillin, 


Initiate ampicillin IV + azithromycin IV 
Initiate doxycycline PO 


TOPIC: Community-Acquired Pneumonia 


LEARNING OBJECTIVE: 


To determine an appropriate antimicrobial regimen for a pediatric patient with moderate to severe 
community-acquired pneumonia (CAP). 


BACKGROUND: 


Pneumonia in the pediatric population represents a significant cause of morbidity in those under 5 years of 
age. Causes of pneumonia in this age group include Streptococcus pneumoniae, influenza, and less commonly 
Haemophilus influenzae, Moraxella catarrhalis, Streptococcus pyogenes, Mycoplasma pneumoniae, and 
Chlamydia pneumoniae. Staphylococcus aureus, including methicillin-resistant Staphylococcus aureus (MRSA), 
is a rare cause of pneumonia in children but should be considered in patients with rapid deterioration, 
necrotizing disease, or in those not responding to initial therapy. 


When considering empiric therapy in a pediatric patient, assessing the clinical acuity, history of present 
illness, medical history, and antimicrobial exposure can all modify treatment decisions. Generally, empiric 
therapy should start with broad antimicrobial coverage in severely ill patients and then be tailored based on 
clinical response and microbiology. 


When considering the route of administration, parenteral is not necessarily better than oral therapy in 
patients who are stable and can tolerate oral intake. In patients unable to tolerate oral intake, or in those with 
hemodynamic compromise or decreased level of consciousness, parenteral therapy is suggested. 


If influenza is suspected, prompt treatment should be initiated with neuraminidase inhibitors (.e., oseltamivir, 
zanamivir). Antiviral treatment may prevent secondary bacterial infections, particularly in hospitalised or 
moderately to severely ill children. 


Streptococcus pneumoniae has been shown to be the most common bacterial cause of uncomplicated 
community-acquired pneumonia (CAP) in children. Outpatients should usually be treated with oral amoxicillin 
and patients who require hospitalisation but do not have a life-threatening illness should be treated 
empirically with intravenous ampicillin. 


Children who experience respiratory failure or septic shock with pneumonia should be treated empirically 
with a third-generation cephalosporin (ie., ceftriaxone or cefotaxime) because it offers better coverage than 
amoxicillin or ampicillin for beta-lactamase-producing Haemophilus influenzae, penicillin-resistant 
pneumococcus, and methicillin-susceptible Staphylococcus aureus. When there is rapidly progressing 
multilobar disease or pneumatoceles, the addition of vancomycin empirically is recommended to provide 
coverage for methicillin-resistant Staphylococcus aureus (MRSA) until cultures become available. 


Most children resolve infection without the need for macrolides. However, treatment with macrolides may be 
appropriate to hasten recovery in children who are more seriously ill or have a persistent cough. 


In Canada, it is standard to treat uncomplicated presumed bacterial pneumonia in hospitalised children for 7 
to 10 days. 5 days has been shown to be adequate for outpatient pneumonia, Oral step-down therapy is 
appropriate once patients are clinically improved, afebrile, and ready for hospital discharge. 


Per the most recent Canadian position statement on the management of pediatric pneumonia, a non-severe, 
non-urticarial rash in the past to penicillin or amoxicillin does not preclude therapy with either agent in the 
future. Furthermore, subsequent tolerance of the same class of medication increases the likelihood of the 
past reaction being non-allergic and/or non-severe. The cross-reactivity rate between penicillins and second- 
or third-generation cephalosporins is extremely low. However, if the reaction to a penicillin included rapid 
onset of urticaria, angioedema, hypotension, or bronchospasm, the patient must be observed for 30 minutes 
after the first dose of cephalosporin with epinephrine available. 


RATIONALE: 


Correct Answer: 


Question 9 
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Incorrect 


© Initiate cefotaxime IV + azithromycin IV - Given SZ's presentation of acute community-acquired 
pneumonia (CAP) with poor PO intake, intravenous cefotaxime and azithromycin is the optimal 
empiric choice at this time. Since SZ is in the hospital setting, he can be monitored closely for any 
signs of cross-reactivity with cefotaxime considering his past anaphylactic reaction to amoxicillin. 


Incorrect Answers: 


e Await initial bloodwork results and viral nasopharyngeal swabs for COVID, influenza, and RSV - 
Although these results would assist in guiding therapy, immediate empiric action is required prior to 
the availability of this information. 


Initiate ampicillin IV + azithromycin IV - SZ has a past history of anaphylactic reaction to 
amoxicillin; therefore, ampicillin use is not recommended. 


Initiate doxycycline PO - Doxycycline use is not recommended in patients aged <8 years. 
Furthermore, antibiotic treatment via the PO route in a patient with this severity of illness is not the 
most appropriate option. 


TAKEAWAY/KEY POINTS: 


Empiric therapy for pediatric patients with pneumonia should always contain adequate coverage for 
Streptococcus pneumoniae. Further refinements to drug choice can be made by considering patient severity 
of illness, ability to take oral medications, along with past medical and medication history. 


REFERENCE: 


[1] Le Saux N, Robinson JL, et al. Uncomplicated pneumonia in healthy Canadian children and youths: 
Practice points for management. Canadian Paediatric Society Position Statement 31 October 2018. Available 
at: https://www.cps.ca/documents/position/pneumonia-management-children-youth 


The correct answer is: Initiate cefotaxime IV + azithromycin IV 


Which of the following options best reflects the primary goal of care for SZ at this point in time? 


Select one: 
Eradicate the causative pathogen(s) * 
Avoid Clostridium difficile infection * 
Encourage “°X 


PO intake Rose Wang (ID: 113212) this answer is incorrect. While encouraging PO intake is 
important, it is not the primary goal of therapy at this time. 


Normalize vital signs ¥ 


Marks for this submission: 0.00/1.00. 


TOPIC: Community-Acquired Pneumonia 


LEARNING OBJECTIVE: 


To identify goals of therapy in pediatric patients with community-acquired pneumonia (CAP). 


BACKGROUND: 


Pneumonia is a fairly common infection in younger patient populations, especially those under 5 years of 
age. While the majority of pneumonia is treated successfully in the outpatient setting, hospitalization, ICU 
transfer, and death can occur. The overarching primary goals of therapy for pediatric community-acquired 
pneumonia (CAP) include: 


* Prevent mortality 
© Prevent morbidity 
© Prevent adverse events secondary to treatment 


e Return to baseline functional status 


While these goals are all important, the timing and priority may differ based on the timeframe in which 
interventions are occurring. In this scenario, as the patient has just presented to the hospital and is 
moderately to severely ill, the priority is to improve efficacy of treatment and prevent morbidity and 
mortality. Other goals of therapy are important, but at this time, priority is given to appropriate therapy to 
avoid decompensation. Once more information is gathered and clinical stability is attained, clinicians should 
re-prioritize the goals of therapy. 


RATIONALE: 
Correct Answer: 


* Normalize vital signs - Improving SZ's respiratory status is the most urgent goal of therapy at this 
time. 


Incorrect Answers: 


Question 10 
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* Eradicate the causative pathogen(s) - While eradicating the causative pathogen(s) is important, it is 
not the most urgent goal of therapy at this time. 


* Avoid Clostridium difficile infection - While avoiding Clostridium difficile infection is important, it is 
not the primary goal of therapy at this time. 


* Encourage PO intake - While encouraging PO intake is important, it is not the primary goal of 
therapy at this time. 


TAKEAWAY/KEY POINTS: 


In this scenario, as the patient has just presented to the hospital and is moderately to severely ill, the priority 
is to improve efficacy of treatment and prevent morbidity and mortality. Other goals of therapy are 
important, but at this time, priority is given to appropriate therapy to avoid decompensation. Once more 
information is gathered and clinical stability is attained, clinicians should re-prioritize the goals of therapy. 


REFERENCE: 


[1] Le Saux N, Robinson JL et al. Uncomplicated pneumonia in healthy Canadian children and youths: Practice 
points for management. Canadian Paediatric Society Position Statement 31 October 2018. Available at 
https://www.cps.ca/documents/position/pneumonia-management-children-youth 


The correct answer is: Normalize vital signs 


MB is a 5-year-old female who was admitted to the hospital as an inpatient for community-acquired 
pneumonia (CAP). On day 3 of her hospital admission, MB's symptoms have somewhat improved. She 
is able to tolerate oral intake and has an improved level of consciousness. Her respiratory rate remains 
elevated at 32 breathes per minute, but has improved compared to when she was admitted. Her 
oxygen saturation is 98% of 2 L via nasal prongs. 


Her current bloodwork reveals the following: 


Bloodwork 

[Parameter Value Normal Range 
Lactate 1.2 mmol/L <1.5 mmol/L. 
White Blood Cells (WBC) 17 x 1049 cell/L 5 - 15 x 1049 cell/L 
Neutrophils 14x 109 cell/L 1 -7 x 109 cell/L 
Lymphocytes 1.2 x 1049 cell/L 1 -7 x 1049 cell/L 
Sodium 135 mmol/L 130 - 140 mmol/L 
Potassium 3.7 mmol/L 3.5 - 5 mmol/L 
Bicarbonate 23 mmol/L 23 - 29 mmol/L 
Serum Creatinine 54 mmol/L 50 - 110 mmol/L 


Her sputum culture results reveal Streptococcus pneumoniae sensitive to amoxicillin, ceftriaxone, and 


vancomycin. 


Upon hospital admission, she was initially started on ceftriaxone 1 g IV Q24H and has received 2 
doses. 


She has no known allergies to medications. 


Which of the following options is the most appropriate recommendation for MB's antimicrobial therapy at 
this time? 


Select one: 


Ceftriaxone 1. IV x 5 days total X 
Change to cefuroxime 250 mg PO BID x 10 days % 
Change to clarithromycin 175 mg PO BID x5 days * 


Changeto v 
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had been hospitalised due to pneumonia. 
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TOPIC: Community-Acquired Pneumonia 


LEARNING OBJECTIVE: 


The determine appropriate targeted antimicrobial therapy for a pediatric patient with community-acquired 
pneumonia (CAP). 


24 PharmAchieve Corporation Ltd. and the Achieve: 
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Targeted antimicrobial therapy for patients is often not possible due to the frequent lack of microbiology. 
When present, using this microbiology to reduce the antimicrobial spectrum of agents may decrease the risk 
of adverse effects and the acquisition of drug-resistant organisms. The decision to "step-down" to oral 
therapy from intravenous therapy is driven by several factors and includes: 


+ Hemodynamic stability 
© Clinical improvement on initial therapy 
* Ability to tolerate oral therapy 


* An organism (confirmed or likely) that is sensitive to oral medication available 


If these factors are present, switching to oral therapy can reduce the need for intravenous access and 
potentially lead to a shorter hospital length of stay. 


When selecting oral treatment options for penicillin-susceptible Streptococcus pneumoniae, amoxicillin is the 
preferred agent due to tolerability, absorption, and spectrum of activity. In patients with prior, non-severe, 
non-pruritic reactions to penicillins, use of penicillin or amoxicillin is suggested owing to the low likelihood 
for true allergy. In cases of hives or other symptoms suggestive of anaphylaxis, as well as any evidence of 
type II-IV severe hypersensitivity reactions, alternative therapy is suggested. 


Lastly, the duration of total effective antimicrobial therapy for community-acquired pneumonia (CAP) in 
children ranges from 7 to 10 days. This includes the initial antimicrobial use as well as tailored therapy (if 
used). Failing to account for the initial antimicrobial therapy duration is a common reason for overtreatment 
in many patients 


RATIONALE: 


Correct Answer: 


* Change to amoxicillin 500 mg PO TID x 5 days - Amoxicillin is the drug of choice in the 
management of community-acquired pneumonia (CAP) in children. A 7-day course of antibiotic 
treatment is considered adequate for a pediatric patient that had been hospitalised due to 
pneumonia. 


Incorrect Answers: 


* Ceftriaxone 1 g IV x 5 days total - MB is now able to tolerate oral medication; therefore, step-down 
therapy is warranted. Furthermore, five days of therapy may be too short of a duration to treat 
pneumonia in hospitalized children. 


Change to cefuroxime 250 mg PO BID x 10 days - While cefuroxime is an appropriate choice, a 
total treatment duration of 12 days is excessive, especially considering that MB is showing signs of 
clinical improvement. 


Change to clarithromycin 175 mg PO BID x 5 days - Streptococcus pneumoniae sensitivity to 
macrolides are not commonly tested in clinical microbiology laboratories; however, community 
resistance rates are usually fairly high (20-25%). 


TAKEAWAY/KEY POINTS: 


Tailoring therapy to microbiology (e.g. sputum culture results) and stepping down from intravenous to oral 
antimicrobial therapy may improve several factors important to patient care while leading to equivalent 
therapeutic outcomes when compared to intravenous therapy. 


REFERENCE: 


[1] Le Saux N, Robinson JL, et al. Uncomplicated pneumonia in healthy Canadian children and youths: 
Practice points for management. Canadian Paediatric Society Position Statement 31 October 2018. Available 
at https://www.cps.ca/documents/position/pneumonia-management-children-youth 


The correct answer is: Change to amoxicillin 500 mg PO TID x 5 days 
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